I. Introduction : Practice of traditional agriculture, infrastructural and industrial backwardness, and economic stagnation in the rural areas coupled with a high growth rate of population have led to a massive migration of the rural labour force into urban areas for some livelihood. The urban economies are not expanding fast enough to absorb such a sizeable influx of labour force. As a result, wage rates for unskilled workers remain stagnant at the subsistence level or drop even below that (Mishra and Lyngskor, 2004) . These workers and their family members live in a miserable condition. Poor houses with inadequate space located in the slum areas, lack of regular supply of safe drinking water, inadequate and unhealthy sanitation, lack of nutritional diet, etc. are only a few of the adversities that describe their quality of life. They earn too little to buy enough of provisions to keep themselves physically fit. As a consequence, many of them and their family members suffer from the diseases caused or hosted by malnutrition.
The incidence of poverty and malnutrition among the labourer households kept apart, the larger section of the general population of the state of Meghalaya too is not much better off in matters of nutrition. A study undertaken by MS Swaminathan Research Foundation of Chennai (India) under the 'Mission 2007 Initiative for Hunger-free India', reported that about 33.87 per cent of the population in Meghalaya lived below the poverty line. About 27.01 percent of the agricultural workers were labourers. Of the total agricultural labour, female agricultural labour constituted about 48 percent as per the 2001 census. The study pointed out that malnutrition was rather high in Meghalaya with about 37.9 per cent of the children below three years being moderately underweight and 11.3 per cent severely underweight. The study found that about 64 per cent of the households did not have access to safe drinking water. Lavatory facilities were not very good even in urban areas of the state. Due to lack of potable water, diarrhoeal diseases posed a major problem to the populace (The Press Trust of India, 2004).
Another study (Agrahar, 2005) found that among the 4-12 years' old school-going girls of the indigenous population of Meghalaya, the average energy consumption was significantly lower than the recommended dietary allowance. Consumption of protein by children aged 7 to 9 years and 10 to 12 years was also significantly lower than the recommended dietary allowance. Heights of girls aged 7 to 9 years and 10 to 12 years and weights of all girls were significantly lower than the reference values for height (126.4 and 142.7 m) and weight (19, 26.9, and 31.5 kg), respectively. Girls aged 10 to 12 years had the highest incidence of moderate malnutrition. Severe stunting was observed in all groups. A number of other studies (Khongsdier, 2001 (Khongsdier, , 2002 Khongsdier & Mukherjee, 2003) indicate that more than the one third of the indigenous population, especially of the children and the youngsters, in Meghalaya is chronically malnourished, underweight and shorter in height for the age.
III. The Study Area
: Barrabazzar is the main centre of trade and business in Shillong. All the agricultural and the non-agricultural goods are brought from the rural areas to be traded in this largest market of the state. Goods from other states also come here for redistribution to different villages of the state. Meghalaya imports almost all manufactured goods (save cement and perhaps coal), fish, vegetables and meat from outside. Then these goods are distributed to various places in the state. Barrabazzar has the key role in these businesses.
IV. The Data Base : We collected the primary data on income and consumption pattern during 1996-2000 to study the real wages of casual workers in Shillong (Mishra and Lyngskor, 2004) . The first set of data was recorded in December 1996 and January 1997 and the last data were recorded in January 2000. Altogether there were seven rounds of survey, at an interval of six months that cover a period of a little over 3 years. We could collect expenditure data from 125 households.
We collected data on income, expenditure (on foodstuffs yielding energy), and consumption of various food items such as rice, atta (wheat flour), dal (pulses), sugar, potatoes, onions, mustard oil, fish, meat (goat), beef, green vegetables and milk. Using (Wachs, 1995) .
Poverty and high rate of reproduction (including infant mortality) almost always go together. They jointly lead to poor health condition of children as well as mothers. Thus large family size (with many children spaced at short intervals) often goes with ill health of women. Emaciated women looking anemic and older than their age may suggest nutritional deficiency. Certain other symptoms of nutritional deficiency such as night-blindness, gastroenteritis problems, bleeding gums, recurrent diarrhea, joints aches, recurrent constipation and diarrhea, etc may be obtained by interrogation.
We collected data on the health conditions of the members of the casual labourer households by inspection and some interrogation. We divided the population into three groups, children (male as well as female), adult women and adult men. We kept a special eye on small children below 5 years' age. We especially looked into the incidences that may visibly suggest malnutrition, particularly among the children. Normal growth and health are dependent upon these essential amino acids. Thus, the relevance of proteins is not limited to generation of energy alone; they are needed for growth and maintenance of health as well.
V. Major Energy-yielding Components of Diet
Fats produce more than twice as much energy as carbohydrates. Fats are compact fuels efficiently stored in the body for later use when carbohydrates are in short supply. Dietary fats are broken down into fatty acids that pass into the blood. These fatty acids are either saturated or unsaturated. Saturated fats are derived mostly from animal sources.
As a thumb rule, every gram of carbohydrates and proteins produces 4 calories while every gram of fats produces 9 calories. However, depending on the type and the sources from which they originate and the manner in which food is prepared from the raw materials containing carbohydrates, proteins and fats, some deviation from this thumb rule is natural.
Cooking methods affect availability of various vitamins as well. Our analysis suggests that while a gram of carbohydrates supplies 4.06 calories, a gram of proteins and fats each supplies 4.49 and 8.65 calories respectively.
VI. A Balanced Diet
: It is usually agreed that on an average a person has calorie requirement of 2200 units per day. Nevertheless, a balanced diet is defined in terms of percentages of calories obtained from carbohydrates, proteins and fats. According to the Zone Diet, the ideal ratio of carbohydrates, proteins, and fats is 40-30-30 respectively (Sears, 2001 ). Other nutrition specialists use a ratio of 50-35-15, carbohydrates, proteins, and fats (Percival, 1996) , which is a relatively low-fat diet.
An imbalance in diet is a deviation from the balanced diet so defined. The imbalance may be measured by any of the following measures. In these formulae, C, P and F stand for the percentage contribution of carbohydrates, protein and fats (respectively) to the total calories obtained from food. Fig.1 through Fig.3 .
As table-4 suggests, casual labourer households eat protein deficient diet. Their main source of energy is carbohydrate. Among the BPL households, the carbohydrates supply 79 percent of energy, which is slightly less (76.5 percent) among the marginally better off households. Among the households "above poverty line" (APL) also, the contribution of protein to energy is only 10.16 percent, far lower than the prescribed standards. Some households do not eat beef due to the religious taboo. Among such households proteins contribute only 9.55 percent of the energy intake (on an average). Total 100.0000 100.0000 100.0000 100.0000 100.0000 100.0000
VIII. Sickness among the Casual Labourer Households : As presented in table 5, overall, the incidence of sickness decreases with an increase in per capita income. Of a total of 72 sick persons, 56 (77.78 percent) are in the BPL households (in the Rs. 0-400 per capita per month income range). These 56 sick persons make 17.5 percent of the total (320 in number) in that income group. Of these 56 sick persons, 30 (53.57 percent) are children and 18 (32.14 percent) are adult women. The incidence of sickness among children falls steeply with an increase in income and we observe that in the Rs. 400-600 income group only three children (25 percent of 12 sick persons in that income group) are sick. Fig.4 shows the fall in incidence of sickness with an increase in per capita income. Table 6 . Incidence of Health Disorders among Casual Labourer Households in Shillong Table-6 presents different types of sickness among the family members of the casual labourer households. Deficiency diseases among children are mostly in the BPL households. A perusal of tables 7 through 9 indicates that per capita income can significantly explain sickness among children and women, but it cannot explain sickness among the men in the casual labourer households. (Intriligator, 1978 ; pp. 173-176) of the overt sickness of a member of a casual labourer household reveals that the probability of sickness declines with an increase in per capita income. For logit analysis we define four binary variables, C (children of either sex in age group 0-14 years), W (adult women), M (adult men) and T (any member). If at least one member of a particular age-sex group (child, adult woman or adult man, or any unspecified member, as the case may be) is found overtly sick, we assign a value of unity to the variable, else it takes on a value of zero. Per capita income of the household (PC income) is used as the explanatory variable. As shown in Fig.5 , the probability of at least one adult woman in the household being overtly sick is the highest in the extremely low-income households, but it declines very sharply as income increases. On the other hand, the probability of at least one adult male member being overtly sick is much lower, but its rate of decline with increase in income is not sharp. The probability of at least one child (in the 0-14 years age group) being overtly sick is high in low-income households, but it is less than that of the adult woman up to the per capita income group below Rs. 250 or so. After that it overtakes the probability of a woman being sick. The logit regression results are presented in Overall, carbohydrates supply 76.5 percent of the energy intake and the contribution of proteins to the calorie intake is ranging between 9.55 and 10.64 percent across different income and food habit groups, with the mean value of 10.16 percent. Irrespective of the per capita income group that they belong to, the casual labourer households, without a single exception, eat diets deficient in proteins far below the prescribed norms.
Of the total number of 688 persons in 125 households, 72 (10.47 percent) are found chronically sick. Among the 72 sick persons, 56 (77.78 percent) are in the BPL income group, 34 (47.22 percent) are children in 0-14 years age group, and 23 (31.94 percent) are adult women. Among the sick, the overwhelming majority indicates nutritional deficiency. Children and women are hit most hard by the dietary imbalance. The probability of a person being overtly sick is very high (0.5 or more) in the extremely poor households. The probability of finding an overtly sick person at about per capita income of Rs. 600 per month is 0.10 and it declines sharply with an increase in income. The probability of a member (women and children in particular) being sick increases with the family size
